parasitaemias, often asymptomatic, as the children grew and developed their immunity. Without On direct questioning all three gave a history of swimming in fresh water in Africa.
Case histories
The first patient was a 29 year old woman who initially presented to a genitourinary medicine clinic with a six month history of an itchy patch on the vulva; she was otherwise well. On examination she had a discrete raised lesion on the left labium minus (fig 1) . Results of an infection screen including microscopy and culture for yeasts were negative. Punch biopsy of the lesion under local anaesthetic showed granuloma formation and schistosoma ova with the characteristic terminal spines (fig 2) . Investigations revealed a normal blood eosinophil count, a serum IgE concentration of 470 kU/1 (normal 0-120 kUWA), and a positive result on the schistosoma enzyme linked immunosorbent assay (ELISA) against soluble egg antigen. On direct questioning she said that she had swum daily for three weeks in Like Malawi while on holiday 18 months before.
The second patient was a 26 year old woman who was referred to the gynaecologist with a two month history of an itchy wart on the vulva. Examination showed a 1-5 cm papillomatous area on the right The patients were investigated for further evidence of schistosomiasis. Microscopy of urine and stools did not show ova, and blood eosinophil count was normal in all three. They were treated with praziquantel 40 mg/kg orally daily for three days. In each patient symptoms resolved within two weeks, and on examination six weeks later the vulva appeared normal.
Discussion
It is clear from these patients that the genital manifestations of schistosomiasis can occur some time after the initial exposure to S haematobium and can occur independently of the more well known symptoms of disease of the urinary tract, such as haematuria.
Infection with S haematobium occurs when bathing in fresh water, when the skin is penetrated by larvae (cercariae) emitted by the snail intermediate host.
From the skin the parasites migrate through the lungs and liver and finally lodge in the pelvic veins, where they produce ova which become trapped in the tissues, triggering a granulomatous inflammatory response. Infection initially may be asymptomatic, later haematuria, pyelonephritis, hydronephrosis, and renal failure may ensue.
The dermatological manifestations of schistosomiasis are several.' A few hours after exposure to schistosoma, patients may develop "swimmer's itch." This is a pruritic papular eruption due to penetration of the epidermis by cercariae and is commoner after exposure to non-human flukes. Four to eight weeks later urticaria may occur and be associated with fever, malaise, arthralgia, and diarrhoea. Months and years after infection granulomatous genital and perianal wart-like lesions may develop, as in the three patients reported here.2 This manifestation is familiar to doctors practising in areas where S haematobium is endemic.3 Very rarely, ectopic granulomatous reactions occur on the skin of the trunk as the result of ova deposition from the circulation.47 The treatment of schistosomiasis with a single dose of praziquantel 40 mg/kg effects a cure in 75% to 100% ofpatients8 and our practice is to give this dose daily for three days. While schistosomiasis remains endemic in so many parts of the world prevention of infection is of vital importance. Despite warnings, holiday makers will continue to bathe in infected fresh water, and these patients illustrate how, many months later, schistosomiasis may present on the genitalia. Doctors in Britain need to be aware ofthis. 
ANY QUESTIONS
Is there any evidence that removing excessive bedclothes and using a cooling fan for patients with fever provides any therapeutic.benefit?
Fever results from the effect on the hypothalamic temperature regulation centre of interleukins released into the circulation in response to triggers, which include endotoxaemia and phagocytosis. Although there is no obvious benefit to the patient from fever, it seems reasonable to conclude that such a response would not have evolved had it no protective value-the more so when you consider that in certain circumstance it can definitely be harmful. By this logic, the risk of convulsions in small children with fever is likely to be more than compensated for by a survival advantage to the species, which must operate before reproductive age.
There is clear evidence that reduction of fever in small children is beneficial in reducing the risk of convulsions, although in particularly susceptible children this may require more than merely removing bedclothes and fanning. High temperatures at any age tend to produce delirium, which is distressing to patients and relatives and tends to lead to cardiac failure in patients with limited cardiac reserve. Above the age of about 10, however, temperatures of between 37°C and 40°C do no obvious harm and their abolition can certainly confuse clinical assessment. For example, the diagnosis of falciparum malaria has been missed because the patient had taken aspirin and therefore presented without fever. Furthermore, some patients find the sweating produced by antipyretic drugs, followed by shivering as their effect wears off, more unpleasant than the fever itself. A gentler approach with removal of bedclothes and fanning is usually preferred by the patient and does little to obscure the clinical picture, ensuring that other measures of undoubted therapeutic benefit can be applied most appropriately.-c ELus, consukant physician, Birmingham
